Tetanus in Injecting Drug Users, United Kingdom
To the Editor: The epidemiology of tetanus in the United Kingdom changed in 2003 when a cluster of cases in injecting drug users (IDUs) occurred (1, 2) . Before 2003, the incidence of tetanus was low in the United Kingdom, with occasional cases predominantly in unvaccinated elderly persons (3) . The situation contrasted with the United States where injecting drug use is commonly reported among persons with tetanus (4) .
We investigated the UK cluster to identify the source of infection and opportunities for prevention. We ascertained cases through statutory and nonstatutory reporting to the Health Protection Agency and collected additional information on IDUs for all reported cases of tetanus since (5), can be caused by spore contamination during production, distribution, storage, cutting, reconstitution, and injection of drugs. The widespread distribution and temporal clustering (1) of cases in the United Kingdom suggest that its cause was contamination of heroin rather than changes in injecting practices. This finding is consistent with results of a similar investigation of a cluster of C. botulinum in IDUs in California (6). Only 1 case was reported outside the United Kingdom, which suggests that contamination occurred within the United Kingdom. The pronounced clustering of the place from which the heroin was supplied, compared with the residence of IDUs (Figure) , is consistent with contaminated heroin having been distributed from Liverpool.
Intramuscular or subcutaneous injection of heroin was common among case-patients. This was also found in a large international outbreak of C. novyi in IDUs (7) and a botulism outbreak in IDUs in California (6) , and is consistent with the obligate anaerobe characteristic of Clostridium spp. In our cluster and in other outbreaks, women and older injectors were overrepresented compared with demographic estimates of IDUs (8) . Women and long-term IDUs may have difficulty accessing veins and frequently inject intramuscularly or subcutaneously. Furthermore, tetanus immunity is more likely to be inadequate or have waned with age.
The reasons for emergence of Clostridium infections in IDUs in the United Kingdom remain speculative (9) . They include an increase in contamination of heroin and an aging cohort of heroin users who are more likely to use popping as the mode of injection.
In the United Kingdom, 5 doses of tetanus toxoid-containing vaccine at appropriate intervals are considered to provide lifelong protection, as long as tetanus-prone wounds are treated with tetanus immunoglobulin (10) . Only 1 case in the present cluster received the recommended 5 doses of tetanus vaccine. This coverage is lower than what might be expected. During the period in which most of the patients were born , primary immunization coverage increased from 75% to 85% (www.hpa.org.uk). Since IDUs are at risk for Clostridium infections (9), drug action teams, needle exchange programs, prison staff, and clinicians should ensure that IDUs are vaccinated against tetanus and educated about signs and symptoms of soft tissue infections that require prompt medical intervention.
